Britain owes a substantive debt of gratitude to the Indian subcontinent. Though its practice did not start with nor stopped with the end of colonialism, the word 'loot' originates in that region and found its way into the English language because it aptly summarised the activities of the directors and employees of the East India Company (Erikson, [@r2]) and other traders and colonialists in the area from the 17th century onwards. Furthermore, contemporary British debt does not exhaust itself in historical events (Taylor & Esmail, [@r7]). It is doubtful that today's mental health services would have continued to serve the way they do without the significant and not infrequently distinguished work of doctors and others who have emigrated from the region to work in the UK, as we are reminded by Tareen & Tareen in this issue in their mental health law profile of Pakistan.

Of course the debt is not only one way. We immigrants who arrive on these shores are grateful to have an opportunity to serve in an internationally pioneering health system in an advanced economy and, although the problems of racism and discrimination persist (West *et al*, [@r8]), we benefit from practices which are often more transparent and meritocratic than those we have left behind. Those of us most lucky also find ourselves able to give back to our motherland, as also suggested by Tareen & Tareen. Indeed, in relation to doctors from countries that have suffered a massive brain drain (as highlighted in this issue's theme), there is an obligation to do so, even if sometimes entrenched local interests can make this difficult.

The complexity of interpenetration and mutual influence between different, even distant, countries and cultures has always been significant and is easy to underestimate. When the first European explorers (Portuguese, Dutch, British) sailed around the Cape to South East Asia at the dawn of the 16th century, they encountered a highly sophisticated trading system of seaports which extended further east to the Asia Pacific region and already had well established sea links with Iran and the Arab world (Pain, [@r6]). Overland routes to Turkey and the Middle East had also long been present. It has been argued that the region was economically more advanced than Europe at the time of early encounter and the colonialists and their emergent empires would not have been able to achieve the outcomes that they did had it not been for this ready-found wealth and sophistication of existing networks as well as natural resources.

The complexity of interpenetration is further illustrated by the significance of the East India Company and its activities for the development of the British state and public life. Specifically, some of the venal activities of the Company and others in the region outraged ethically motivated opinion leaders back home, for example the political philosopher and parliamentarian Edmund Burke, who considered British rule in India a 'peculating despotism' and pursued the then India Governor Lord Hastings to impeachment in 1787 and trial in the House of Lords, which did not end until 1795 (Kidd, [@r3]). Such events have played an important role in the development of the modern British state and the regulation of private enterprise and civil society. Furthermore, this development has left a legacy to former colonies. Without in any sense serving as justification or compensation for past loot and 'peculating despotism', this legacy is valued by some today, nevertheless. Reference may be made here to the railway, education, civil service and judicial systems in India, for example (Lalvani, [@r4]). The mental health law profiles by Tareen & Tareen (Pakistan) and Firdosi & Ahmad (India) published in this issue remind us of the mixed legacy in mental health law.

With respect to developments in mental health since the liberation of the subcontinent and the partition of India and Pakistan, the picture presented by the authors is disappointing, to say the least. For example, the continuing administration of unmodified electroconvulsive therapy (ECT) in India, a country that boasts nuclear weapons, is an affront to reason and dignity. This state of affairs indicts not only psychiatrists but also anaesthetists, who obviously share in the obligation to ensure what are simple standards to fulfil through provision of modified ECT. Indeed, one might argue that this state of affairs shames world psychiatry and medicine as a whole and not only on the Indian subcontinent, particularly as such practice continues in other countries as well.

The World Health Organization Global Action Programme stipulates that 'service coverage for severe mental disorders will have increased by 20% by 2020' and 'the rate of suicide will be reduced by 10% by 2020' (see Crisp, [@r1]). It is time to translate such objectives into action, for example through providing modified ECT for people with severe depression worldwide, as well as implementing mental health law compatible with human rights and developing effective primary care mental health services. World psychiatry should be actively attending to this, as failure to make change is a threat to the sustainability of this highly effective treatment worldwide (Maughan & Burgess, [@r5]). Such failure will also continue to expose the profession to stigma, which on this matter will be justly and widely endorsed.
